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Coordinator was in-serviced on requirement to B 3
(3) Infection Control, obtain declination forms for all associates not
receiving the flu vaccine by Executive Director
(i) The facility shall have an annual influenza on 12/21/2011.
vaceination program which shall include at least:
No residents have been affected by this practice.
1. The cffer of influenza vaccination to all staff \
and independent practitioners or accept All employees are offcred the flu vaccine
| documented evidence of vaccination from annually. All associates that refused the flu
another vaccine saurce or facility; vaccination will have a sfigned declination form
uree or Rl by 1/20/2012. The facility will implement the
2. Asigned declination statement on record use of a declination form annually per policy.
from all who refuse the Influenza vaccination for . ,
er th : A An audit of employee records will be conducted
other than medical contraindications; monthly by the Human Resource Director for the
' . . vaccination form er the declination form. A
?l'.le gﬁg;?:on of all direct care parsonnel about sarnple of 10% of all employees will be audited
g monthly X three months with results reported to
() Flu vaccination, the Performance Improvement Committee.
(i} Non-vaccine controf measures, and
(iiiy The diagnosis, transmission, and potentlal
impact of influenza;
4. An annual evaluation of the Influenza
vaccination program and reasons for
non-patticipation;
5. The requirermments to complete vaccinations
or declination statements are suspended by the
Medicatl Director in the event of a vaccine
shortage.
I
This Rule is hot met as evidenced by:
Based on review of personnel files and interview,
the facility failed to obtain the influenza
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. vaccination declination statement on five of five
persennel files reviewed.
The findings included;
Review of personnel files of two Licensed
Practical Nurses and three Certified Nursing
Assistants on December 21, 2011, revealed the
staff did not receive the influenza vaccine or
decline the vacgine,
Interview with the Human Resources (MR)
Director on December 21, 2011, at 9:20 am., ih
the HR office confirmed the staff refused the
vaccine and the facility failed to obtain the
declination staterment,
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